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care analysis
People with incontinence 
problems are particularly 
vulnerable to feeling a 
loss of dignity. a recent 
study on dignity in care 
settings explored the 
factors important to 
residents in maintaining 
dignity during 
continence care.
Privacy and dignity have become major issues and a cause for concern in 
care settings. The Healthcare Commission 
report Caring for Dignity (2007) main-
tains that dignity is ‘a human rights issue’ 
and should be the underlying principle 
when delivering services. However, there 
is little guidance and no way of measur-
ing how well a service respects a person’s 
privacy and dignity. Dignity is a complex 
concept which means different things to 
different people, but is defined as being 
made up of two parts: having self-respect 
and being respected by others. 
Maintaining dignity helps to preserve 
our self-worth and identity; this is par-
ticularly important in care settings where 
residents are often vulnerable, and caring 
practices can make people feel undigni-
fied owing to their personal and intimate 
nature. It is often easier to identify when 
dignity has been lost rather than when it 
is being maintained. Older people with 
continence problems often feel a loss of 
dignity in care settings. People’s individ-
ual needs can easily be forgotten when it 
comes to the practicalities of toileting and 
continence care.
Control of the bowel and bladder is 
something which people develop as small 
children and loss of this therefore causes 
sufferers to feel child-like and stigmatised. 
Care for people with such problems is a 
very sensitive matter, and it is important 
to preserve a person’s privacy and dignity 
during such care. However, there is a lack 
of detail about how carers can promote 
and maintain dignity for the older person 
in a care home or hospital. This lack of 
focused guidance has led to inconsistent 
practice and a mismatch between the care 
provider’s view and the person’s experi-
ence. In order to provide care that is dig-
nified, carers must first understand what 
factors impact on a person’s dignity in a 
care setting.
a person-centred study on 
dignity in care settings
The Royal College of Physicians and the 
Centre for Health Services Studies at the 
University of Kent carried out a study 
to find out what factors were important 
to nursing home residents and hospital 
patients in maintaining their dignity dur-
ing continence care. These factors were 
then used to create guidance and a rating 
scale that could measure how well care 
provision maintains a person’s dignity. 
The purpose of the rating scale was to 
objectively measure how well care is deliv-
ered in maintaining dignity. Three study 
phases were used, and researchers used 
interviews, observations and expert advice 
to obtain data.
The project was conducted in nursing 
homes and hospitals in Kent and London. 
Participants were aged 65 years and over 
and they had bladder and/or bowel inconti-
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nence, or required assistance with toileting 
or continence care.
Phase one involved a literature review 
to provide a definition of dignity and to 
identify characteristics of dignified bladder 
and bowel care. This phase also involved 
30 interviews with older people in nursing 
homes and hospitals. The interviews cov-
ered four main areas: the nursing home 
or hospital setting; professionals and care; 
the environment; and feelings about dig-
nity. The findings from the first phase 
formed the basis for developing an obser-
vation schedule for use in nursing homes 
and hospital wards.
Phase two aimed to develop and refine 
the person-centred characteristics of dig-
nity in continence care from phase one 
through an observation process in nurs-
ing homes and hospitals. The observation 
schedule had four sections: environmental 
factors; organizational factors; participant 
information; and information about the 
event. Fifty six toileting episodes were 
recorded. The purpose of the observa-
tion schedule was to see if an episode of 
toileting care could be objectively rated 
and scored.
The third and final phase sought to 
develop guidelines for reflective practice 
through interviews with residents and 
patients and through workshops with 
groups of continence and dignity experts. 
Four participants took part in the inter-
views, and each completed a series of 
three interviews following a continence 
event. There were two groups of dignity 
and continence experts who were asked 
to provide feedback on our findings and 
how best to present our guidance. A 
steering group made up of profession-
als involved in the care of people with 
continence problems provided continual 
support, advice and guidance throughout 
the study.
Findings from the study
The researchers identified four major 
themes from the three stages of the study 
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Table 1.
Care staff partiCipants
Type of Carer IG1 IG2 IG3
NVQ3 carers 13 10 7
Other carers 10 6 1
Totals 23 16 8
that were important in the delivery of 
dignified care. These were communica-
tion and relationships, choice, privacy 
and hygiene.
Communication and relationships
Participants in the care settings were often 
frail and vulnerable. Effective communica-
tion with carers was essential in making 
them feel they were seen as individu-
als. Building a relationship with a person 
was often a first step in providing dig-
nified personal care. Participants often 
became anxious when new carers pro-
vided their care, particularly in care homes 
where a daily routine was very important 
to people:
‘I usually have a sister to do this, but 
occasionally they have a sister from 
another home, and that is - I can’t 
tell you - on those occasions I wish I 
could die, because they don’t know 
the place, they don’t know you, they 
bully you, they stand over you and 
shout and point.’ 
(Female nursing home resident,  
age 95)
Simple introductions by carers, friend-
liness and chit-chat made participants 
feel human and helped to maintain 
their dignity.
Incontinence often made participants 
feel like a burden and a nuisance. They 
therefore valued reassurance and sensi-
tivity in carers. For example, participants 
explained that they felt like a nuisance 
when carers said or did certain things, 
such as tapping a foot or sighing. A carer’s 
body language demonstrated how they felt 
about giving care, and participants were 
aware that the spoken word and body 
language did not always correspond. As 
mentioned earlier, dignity is partly made 
up of how others see you, and therefore 
it was important for a participant’s dignity 
that carers communicated to them verbally 
and non-verbally that they see them as an 
individual and not as a problem.
Choice
Having and being able to express a choice 
in toileting care helped to maintain a par-
ticipant’s dignity. Choices helped partici-
pants to feel more in control of their care 
and were important for keeping their inde-
pendence, which helped to promote dig-
nity. Participants usually preferred to have 
carers of the same sex give them care:
‘I must say at 82 going on 83 I pre-
fer to be with ladies; I know that it 
is sometimes impossible, but that is 
something I would prefer.’ 
(Female hospital patient, age 82) 
However, the overriding concern was 
a carer who was gentle and responsive 
to individual needs. Choices were often 
restricted in care settings because of the 
practicalities of providing care. Though 
participants usually had a preference over 
toileting, for example, using a commode 
instead of a bedpan, they did not always 
feel able to express it as they did not want 
to appear to be causing problems or creat-
ing extra work for carers. 
While patients valued choice, too much 
choice was overwhelming for participants 
who viewed trips to the toilet and washing 
as a routine part of daily care. Where par-
ticipants were satisfied with their toileting 
routine, they found comfort in knowing 
what to expect and having that routine 
broken could be a source of anxiety.
Privacy
Maintaining participant’s privacy during 
toileting and continence care was funda-
mental to maintaining dignity. Privacy and 
dignity are often linked together in policy 
documents, but unlike dignity, privacy is 
far easier to understand. While dignity is 
more abstract, based on emotions and 
feelings, privacy is physical and can be rec-
ognized through sight and sound, such as 
closing a door and speaking softly. 
Researcher’s observation of a toileting 
episode in a nursing home:
After lunch Lucy was taken to the toilet 
even though she argued that she didn’t 
want to go and there was no point. There 
was a loud exchange that was audible in 
the dayroom between Lucy and the carer 
who explained: ‘You are incontinent, that 
is why we have to take you to the toilet’. 
The staff were otherwise gentle, their 
body language was sympathetic and they 
explained what they were going to do as 
they took Lucy to the toilet.
Privacy was easier to maintain in care 
homes that had private rooms and en-suite 
bathrooms. Even though such facilities 
offered good privacy from other residents 
and staff, residents still felt embarrassed 
about being naked in front of care staff 
who were much younger. Privacy during 
personal care was important for maintain-
ing dignity, but sometimes too much priva-
cy when it was not needed led participants 
to feel isolated and lonely.
�
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Effective communication was essential in making residents feel that they are seen as individuals.
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Hygiene
Being clean and having continence prod-
ucts hidden helped participants to feel 
confident that their continence problem 
was not noticeable to others. It was impor-
tant to those with continence problems 
that staff recognized and acknowledged 
that accidents were not their fault. When 
accidents did happen it was important 
for people that they be cleaned up with a 
minimum of fuss. Feeling dirty and smelly 
had a negative impact on dignity as they 
already felt ashamed and embarrassed 
about their problem:
‘Oh well, you’ve lost nearly every-
thing, you know what I mean? You 
know, you don’t like going out far 
and if somebody comes by and they 
give a sniffle you think it’s you; you 
know, that sort of thing. You’re very 
conscious of it the whole time.’ 
(Male nursing home resident, age 73)
Participants who needed help with toi-
leting and personal care valued gentleness, 
thoughtfulness, and touch. Washing, when 
done tenderly, was symbolic of a much 
deeper caring and understanding of the 
person’s emotional needs. For those who 
could manage, being able to wash oneself 
was a source of pride and dignity.
implications for practice
This study has clear implications for what 
is important in the delivery of dignified 
care. Person-centred care enhances dignity 
and is expressed when people are talked 
to like equals, when they are given choices 
and allowed to express preferences, when 
their privacy is respected, and when they 
are clean and comfortable. The study 
focused on continence care, but these 
principles apply to all aspects of care. 
People want to be treated as individuals 
and with humanity. People with inconti-
nence problems are particularly vulnerable 
to feeling a loss of dignity and therefore 
care in this area must go a bit further to 
compensate for this.
After the observation stage it became 
clear that it was not possible to use a rating 
scale to judge the dignity of an episode of 
care. This was because the different factors 
in an episode of care, such as commu-
nication or handling, did not have equal 
weighting. If one factor was performed 
poorly, then the entire episode was rated 
poorly even if all other factors were sat-
isfactory. Caring was either dignified or 
not, there were no half measures and any 
type of scoring would not reflect that. 
Additionally, a person’s feeling of their dig-
nity is very subjective, it was not possible 
for an observer or a third party to make an 
assumption about their feelings without 
talking to the person. Despite our efforts 
and rigorous planning, dignity in conti-
nence care cannot be measured and any 
clinical outcomes for training and educa-
tion in this area will likely need to be in the 
form of reflective guidelines. Judgements 
on quality of care take several factors into 
account, so answering specific prompts on 
an observation schedule will not capture 
the full personal experience. 
Care providers who want to find out 
how well they provide dignified care 
must speak to residents. The four themes 
we present here are elements of what 
helps people to maintain their dignity 
during continence and other personal 
care. However, to understand how well 
these elements are delivered carers must 
speak to residents to find out how they 
feel about the care they receive. Older 
people need to be encouraged to express 
how they really feel, not being concerned 
about being a burden or a nuisance, and 
be supported to manage their continence 
issues where possible. Guidance for how 
these four themes and others can be 
implemented in practice is currently 
being developed.
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Key PoinTs
Dignity is defined by how we see ourselves, and how others see us
Dignity cannot be measured; the only way to know how care affects a person is to ask 
them
incontinence is a stigmatising condition that can make people feel like a burden; carers 
and nurses can help reduce these feelings through reassuring and sensitive verbal and 
nonverbal communication
people should be encouraged to actively engage in decision making over their care, 
but routines that they have participated in creating and are comfortable with should be 
respected
feeling clean and comfortable, and having accidents cleaned up discretely helps people 
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